TU FTS MassHealth 2027 MassHealth Senior Care
Health Plan Options (SCO) & Medicare
Advantage Enrollment Form

This form is for people who have MassHealth Standard benefits and Medicare Parts A and B, and choose to enroll in
Tufts Health Plan Senior Care Options. You must be 65 years or older, have MassHealth Standard benefits, live in the
Tufts Health Plan Senior Care Options service area, not be a resident of a chronic hospital, and not have any other
comprehensive health insurance except Medicare, to enroll in a senior care organization. To apply for MassHealth,
call 1-800-841-2900 (TTY: 1-800-497-4648 for people who are deaf, hard of hearing or speech disabled).

(O Tufts Health Plan Senior Care Options (D-SNP) H8330-001-000
O Tufts Health Plan Senior Care Options CW (D-SNP) H8330-002-000

MASSHEALTH INFORMATION

Are you enrolled in MassHealth? MassHealth ID number:

OYes O No

Please write in your MassHealth ID number or attach a copy of your MassHealth
card. Your MassHealth ID number is the 12-digit number under your name.

Name of primary care doctor you have selected: Are you a current patient?

OYes O No

MEMBER INFORMATION

First name: Mil: Last name: Title:

OMe. OMrs. O Ms.

Date of birth: Sex: Preferred format for materials: Other:

OM QF []Braille []lLargeprint [ ] AudioCD [ ] DataCD

Written language preferred: Spoken language preferred: Email address:

| would like to sign up for eDelivery and get my Annual Notice of Change (ANOC), Member Handbook,
Formulary, Provider and Pharmacy Directory electronically instead of by mail.

|:| | would like to get my medical Explanation of Benefits (EOB) electronically instead of by mail.
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Permanent address (P.O. Box not allowed unless you do not have a permanent residence)
Street address: City:

State: Zip: Telephone number:

|:| This is a mobile number (optional)

Mailing address (where you get mail, if different from where you live)
Street address: City:

State: Zip: Telephone number:

|:| This is a mobile number (optional)

By providing an SMS-enabled phone number you are giving Tufts Health Plan Senior Care Options permission
to send you text messages about your plan and benefits. You may unsubscribe from text messages at any
time. For texting terms of use, please visit https://tuftshealthplan.com/text-terms-of-use.

|:| Opt out of SMS text messages

If you are a resident of a nursing facility, enter the name and address here.

Name of nursing facility:

Street address: City:
State: Zip: Telephone number:
MEDICARE INFORMATION
Please take out your red, white and blue Name: (as it appears on your Medicare card; optional)

Medicare card to complete this section.

« Fill out this information as it appears
on your Medicare card. Medicare number:

« Or attach a copy of your Medicare
card or your letter from the Social

Security Administration or Railroad Is entitled to: Effective date: (optional; mm/dd/yyyy)
Retirement Board.
You must have Medicare Part A and Part HOSPITAL (Part A)
B to join a Medicare Advantage plan.
MEDICAL (Part B)
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OTHER HEALTH INSURANCE

Do you have any health insurance other than Medicare and MassHealth?
O Yes O No

If you answered yes, what is the name of the other insurance?

YOUR MEDICAL CARE

By completing this enrollment application, | agree to the following:

Tufts Health Plan Senior Care Options is a Dual Special Needs Plan (D-SNP) and has a contract with the federal government. Tufts Health Plan
Senior Care Options also has a contract with the Commonwealth of Massachusetts/MassHealth. | will need to keep my MassHealth Standard

and my Medicare Parts Aand B. | can be in only one Medicare Advantage plan at a time and | understand that my enroliment in this plan will
automatically end my enrollment in another Medicare health plan or prescription drug plan. It is my responsibility to inform you of any prescription
drug coverage that | have or may get in the future. Because | have MassHealth, | may leave Tufts Health Plan Senior Care Options at any time. |
will no longer be covered by Tufts Health Plan Senior Care Options on the first day of the month following the month | request to leave Tufts Health
Plan Senior Care Options. (Example: | request to leave this plan on July 10; | am no longer covered by this plan on August 1.)

Tufts Health Plan Senior Care Options serves a specific service area. If | move out of the area that Tufts Health Plan Senior Care Options serves, |
need to notify the plan so that | can disenroll and find a new plan in my new area. Once | am a member of Tufts Health Plan Senior Care Options,

| have the right to appeal plan decisions about payment or services if | disagree with them. | will read the Member Handbook from Tufts Health
Plan Senior Care Options when | receive it to know which rules | must follow in order to receive coverage with this Medicare Advantage plan. |
understand that Medicare beneficiaries are generally not covered under Medicare while out of the country except for limited coverage near the U.S.
border.

| understand that beginning on the date that Tufts Health Plan Senior Care Options coverage begins, | must get all my health care from Tufts Health
Plan Senior Care Options with the exception of emergency or urgently needed services or out-of-area dialysis services. Services authorized by
Tufts Health Plan Senior Care Options and other services contained in my Tufts Health Plan Senior Care Options Member Handbook document
(also known as a member contract or subscriber agreement) will be covered. Without authorization, NEITHER MEDICARE NOR TUFTS HEALTH
PLAN SENIOR CARE OPTIONS WILL PAY FOR THE SERVICES.

| understand that if | am receiving assistance from a sales agent, broker, or other individual employed by or contracted with Tufts Health Plan Senior
Care Options, he or she may be compensated based on my enroliment in Tufts Health Plan Senior Care Options.

RELEASE OF INFORMATION

By joining this Medicare health plan, | acknowledge that the Medicare health plan will release my information to Medicare and other plans as

is necessary for treatment, payment and health care operations. | also acknowledge that Tufts Health Plan Senior Care Options will release

my information to Medicare, who may release it for research and other purposes that follow all applicable federal statutes and regulations. The
information on this enrollment form is correct to the best of my knowledge. | understand that if | intentionally provide false information on this form, |
will be disenrolled from the plan.

| understand that my signature (or the signature of the person authorized to act on behalf of the individual under the laws of the state where the
individual resides) on this application means that | have read and understand that: 1) this person is authorized under state law to complete this
enrollment and 2) documentation of this authority is available upon request by Tufts Health Plan Senior Care Options or by Medicare.

One of our enrollee service representatives will be calling you within the next 10 days to verify the information on
this form and to make sure you understand our plan rules.

Please provide a telephone number we may use for that call: Best time to call:

O Morning O Afternoon O Evening




SIGNATURE

Signature: Print name: Today's date:

If you have chosen an authorized representative, the authorized representative must sign above and provide the
following information.

Name:

Address:

Phone number: Relationship to Enrollee:

Send your completed and signed form to:

& Tufts Health Plan Senior Care Options Mail Stop B3
Point32Health
1 Wellness Way
Canton, MA 02021-9936

Fax: (617)-673-0785

OFFICE/BROKER USE ONLY

Name of staff member/agent/broker (if assisted in enrollment):

Agent NPN (brokers only): Agency name: FMO name:

Date application received: Effective date of coverage:

Enrollment period:

[ ] ICEP/IEP [ ] AEP [ ] OEP [ ] Integrated Care SEP (P) [ ]Other SEP:







ir TUFTS Notice of Availability of Language Assistance Services and
Health Plan ofe . .
Auxiliary Aids and Services

a Point32Health company

English ATTENTION: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available free of
charge. Call 1-855-670-5934 (TTY: 711) or speak to your provider.

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia
linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para
proporcionar informacion en formatos accesibles. Llame al 1-855-670-5934 (TTY: 711) o hable con su proveedor.

Portugués (Portuguese) ATENCAO: Se fala Portugués, estio disponiveis para si servicos gratuitos de assisténcia
linguistica. Estdo também disponiveis gratuitamente ajudas e servicos auxiliares adequados para fornecer
informagdes em formatos acessiveis. Ligue para 1-855-670-5934 (TTY - Dispositivo das telecomunica¢des para
surdos: 711) ou fale com o seu prestador.

F132 (Simplified Chinese) ‘T3 @ MNREW [, HAMTRBNERIEEE MRS, FHNERBIREESLNHEE T
SRS, ULESIEXRMERS, 8 1-855-670-5934 (SCARIE 1 711) stFWERNARS IR,

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd aladispozisyon w gratis pou
lang ou pale a. Ed ak sévis siplemanté apwopriye pou bay enfobmasyon nan fdma aksesib yo disponib gratis tou.
Rele nan 1-855-670-5934 (TTY: 711) oswa pale avék founise w la.

Viét (Viethamese) LUU Y: Néu ban néi tiéng Viét, ching téi cung cdp mién phi cac dich vu hé trg ngén ngir. Cac
hé trg dich vu phu hgp d€ cung cdp théng tin theo cac dinh dang dé tiép can cling dugc cung cdp mién phi. Vui
long goi theo s6 1-855-670-5934 (Ngudi khuyét tat: 711) hodc trao déi véi ngudi cung cap dich vu cda ban.

PYCCKWUI (Russian) BHYMAHWE: Ecnuvi Bbl FOBOPUTE Ha PYCCKMiA, BaM AOCTYMHbI 6ecnnatHble yCIyri S3bIKoBOi
nogaepXkn. CooTBeTCTBYIOLLME BCNOMOraTesbHble CpeacTBa 1 yCiyru no npefocTaBneHmio nHiopmMaumm B
AOCTYrMHbIX popMaTax Takxe npefocTaBnAoTca 6ecnnatHo. No3BoHUTe Mo TenepoHy

1-855-670-5934 (TTY: 711) nnn obpatntechb K CBOEMY MOCTaBLUMKY YCYT.

Oloasg bacluns Jiluwg 18555 LS .dslaall dgalll saclurall coloss bl yogiiud dypyall dlll Coamis S 13] 4 & sl)(Arabic)
dossdl asdo Ll oai of (1-855-670-5934) 711 @éyll Lo Juail Blowo ladl Jowogll (ySos olbumiss Ologlaall ybgi) dunlio

menigi (Khmer) fysWwnbagninas U SIBHASWIW Manigi IVNAYLHSWMANGAANGAVISU[BIUEAY HSW
Swiunautnummigwioviy) ghmigaicnsmusphidumsgufimaims AmsinmsinwrnfnigriiEi

wnginnist 1-855-670-5934 (TTY: 711) y§unwisim$HAGIANIURIHAY

Francais (French) ATTENTION: Si vous parlez Francais, des services d'assistance linguistique gratuits sont a
votre disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
accessibles sont également disponibles gratuitement. Appelez le 1-855-670-5934 (TTY: 711) ou parlez a votre
fournisseur.

Italiano (Italian) ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono
inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
Chiama I'1-855-670-5934 (tty: 711) o parla con il tuo fornitore.



ot=20{ (Korean) F2|: [t=0{]E AIE5IA = H2 £ =2 U X[ MH|AE 0|24 '% ICt 0|2 7tsotdAloZ HHE
HZots MEstEX 7|7 G MH|AEZ 222 HZEL|C}H 1-855-670-5934(TTY: 711)HO 2 FSFSIHLE MH|A H|Z iAo

FOSHYAIL.

EAAnvika (Greek) MPOXOXH: E&v phdte ENANVLKA, UTIAPXOULV SLABECLUEG SwPEAV UTINPECLEG UTTOOTHPLENG OTN
OUYKEKPLPEVN YAwooa. AlatiBevtal Swpeav kataAAnAa Bondruata kat uttnpeoieg yla tapoyn AnpodopLwv o
ipooBacipeg popdeg. Kaleote to 1-855-670-5934 (TTY: 711) ) ameuBuvBeite otov tapoyo oag.

POLSKI (Polish) UWAGA: Osoby mdéwigce po polsku mogg skorzystac z bezptatnej pomocy jezykowe;.
Dodatkowe pomoce i ustugi zapewniajace informacje w dostepnych formatach sg réwniez dostepne bezpfatnie.
Zadzwon pod numer 1-855-670-5934 (TTY: 711) lub porozmawiaj ze swoim dostawca.

& (Hindi)7 &: afe amy fEdY aterd 8, ot smmuch faig Rrgfeeh WIToT FgrIdT AaT Sueed gidl &1 eIy URsUl | STHhRI UG i &
g Suged g Ared 3R Jard t [:gJeeh Suateds €1 1-855-670-5934 (TTY: 711) WR chict e AT 31U UGTAT T ITd e |

31xUdl (Gujarati) €l UL 951 dHl Ion2Ucll Glletdl Sl dl Hed HIMISIU AUSRIAL AL dHRL HI2 Gudod 8, Ul (sHeR
ASRL u sAR A glaHi HUSA YA wisal Hie-Al AaAl ugL [d-t §&l Gudod 8, 1-855-670-5934 (TTY: 711) U sld 21
Ul dHRL UELdL A1 dld 52U

A19(Laos) L3U21U: GIUnUDINN A1, d=DUAMugogdwuwnsuuuutgaaivivhy. 01891208 ua:
mudamuuuuiigesfum:guidsivizyulusvuuuiisnadug)(@. wnnid 1-855-670-5934 (TTY: 711) G
Aunugluiddmuas)uiu.



